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ABSTRACT 
Background and Purpose. Iliotibial band friction syndrome (ITBFS) is one of the most 
common repetitive injuries treated in outpatient physical therapy and if left untreated, can 
lead to debilitating consequences for an individual. The purpose of this report is to 
describe the progression of conservative interventions that were used during outpatient 
physical therapy for a patient with the diagnosis of ITBFS in order for the patient to 
return to pain free activities of daily living. 
Case Description. The patient was a 29 year old male who experienced pain over his 
c right greater trochanter and pain and snapping over his lateral right knee with an 
accompanying tight iliotibial band (ITB). The pain and tightness prevented the patient 
from performing pain free activities of daily living, including caring for his children, 
walking, and climbing stairs. The intensity of his pain was assessed with a visual 
analogue scale and ITB tightness was assessed using the Ober's test. The treatment for 
this patient involved phonophoresis, range of motion, stretching, strengthening, and soft 
tissue mobilization/deep transverse friction massage. 
Outcomes. Following seven treatments of physical therapy interventions, the patient 
achieved almost full hip active range of motion, decreased pain over hip and knee, and 
increased ITB flexibility. The patient was able to return to caring for his children and had 





Discussion. This case report illustrates that patients diagnosed with ITBFS may 
significantly benefit from conservative physical therapy treatment, despite the lack of 




BACKGROUND AND PURPOSE 
Despite being one of the most common overuse injuries of the lower extremity 
treated in outpatient physical therapy, there is lack of quality evidence supporting 
conservative treatment benefits with interventions for iliotibial band friction syndrome 
(lTBFS). ITBFS is a "repetitive stress injury that results from friction of the iliotibial 
band (lTB) as it slides over the lateral femoral condyle during approximately 30 degrees 
of knee flexion". 1 It is often associated with pain, tightness, and/or burning over the 
lateral aspect of the hip, thigh, and/or knee as well as an iliotibial band contracture?' 3 If 
not treated; the syndrome can lead to chronic pain and decreased function for an 
individual. The prognosis of ITBFS, with appropriate treatment and correction of 
predisposing factors, is moderately good. 3 During the examination it is important to rule 
out other hip pathologies, such as greater trochanteric bursitis, or knee injuries. 1 
Two important special tests, Ober's and Noble's, as well as palpation over the 
lateral femoral condyle to reproduce the patient's pain, may be performed during the 
clinical examination to determine a diagnosis ofITBFS. 1-3 Clinical assessment ofITB 
length to diagnosis a tight ITB remains under debate. However, the Ober's test, to 
evaluate hip adduction as an indirect measure of ITB length, has been found to be 
significantly reliable in measuring ITB tightness when using an inclinometer. 4 
The incidence of ITBFS varies from 1.5%-52% depending upon the population.5 
In a 9-week study of military recruits (N= 1261), ITBFS accounted for the third highest 
1 
incidence of overuse injuries; 88 total days were lost because of ITBFS, representing 
3.6% of all days lost due to overuse injuries.6 With increasing numbers of individuals 
engaged in regular exercise, the incidence of overuse injuries such as ITBFS will likely 
increase in the coming years. 
Current treatment options of ITBFS involve alteration of activity, ice, non-
steroidal anti-inflammatories (N"sAIDs), orthotics, stretching, ultrasound therapy, deep 
transverse friction massage (DTFM)/soft tissue mobilization, phonophoresis, 
corticosteroid injections, and surgery if conservative treatment fails. 1-3,7 In spite of being 
a common diagnosis and with the multitude of treatment interventions, there has been a 
lack of quality evidence to determine the best possible conservative intervention for this 
syndrome. Of the investigations that have been done to date, there is a debate between 
which commonly used conservative treatments demonstrate the best outcomes and which 
offer little to no benefit in the improvement of pain and function for patients with ITBFS. 
Some studies have determined that ITBFS does not respond to conservative treatment, 
while others find conservative treatment does work, although these studies seem to lack 
sound evidence. 8 
A systematic review performed by Ellis8, described the efficacy of interventions 
such as phonophoresis, NSAIDs, corticosteroid injections, and DTFM. In this systematic 
review, one study concluded that DTFM did not alter the therapeutic outcome of ITBFS 
9, while it was found in another study that subjects who were treated with ultrasound and 
10% hydrocortisone recovered from ITBFS in fewer than 10 days and had significantly 
less pain then patients who were only immobilized.8 Because of the lack of quality of 
each study, and the lack of quantity of the studies involved, the systematic review 
2 
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concluded there was lack of evidence to determine if conservative interventions actually 
did prove to be beneficial in the treatment of ITBFS. 8 Another systematic review, found 
that DTFM showed no consistent benefit for pain and improvement of function in 
patients with ITBFS and lateral epicondylitis, but again found the sample size of studies 
(n=2) was too small to draw any definite conclusions. 5 
Many authors recommend stretching, specifically the ITB standing stretch (figure 
1) and the Ober self stretch, as a standard for treatment ofITBFS. 1,2,10,11 Wang found that 
the Ober and modified Ober tests are effective in the initial stage of stretching ofthe 
iliotibial tract. I I In a study performed to determine the best ITB stretch, it was found that 
in male elite-level distance runners (n=5) with no history of a lower-leg injury, a 
comprehensive stretching protocol incorporating an overhead arm into 90 degrees 
shoulder flexion followed by adduction into the standing ITB stretch significantly 
increased ITB flexibility (figure 1).10 
Along with stretching, strengthening of the hip abductors has also been found as a 
positive intervention for ITBFS as found in another study of long distance runners 
(n=24). The runners were treated with ultrasound with corticosteroid gel, standard ITB 
stretching, and hip abduction strengthening. Although positive results were achieved with 
this protocol (22 out of the 24 runners were pain free and able to return to running within 
6 weeks), it was unclear whether increasing the extensibility of the ITB by stretching led 
to increased facilitation of the hip abductors or if strengthening the hip abductors played a 
major role in the rehabilitation. A control group was not used so isolated effects could 




Much research still needs to be done to determine what the best possible 
intervention option might be. With the belief that the active pathology is the main 
problem, which leads to impairments, functional limitations and an overall disability, the 
active pathology and the impairments should consequently be the main focus initially of 
the intervention. For example, the active pathology of having ITBFS with increased 
tightness of the ITB leads to impairments such as limited hip and knee ROM, pain, and 
friction, therefore interventions should be aimed at decreasing pain and increasing the 
extensibility of the ITB. The purpose of this report is to describe the progression of 
conservative interventions that were used, despite the lack of evidence for conservative 
treatment, for a patient with the diagnosis ofITBFS, in order for the patient to return to 





A 29-year-old unemployed male veteran was referred to physical therapy (PT) on 
September 4th, with a diagnosis of right hip and knee pain without radiculopathy. Orders 
were to evaluate and treat. No specific injury was indicated, but the patient did attribute 
his pain to participation in multiple running events on uneven surfaces and squatting 
activities, over the past year, while in the army. Since being discharged from the army six 
months ago, he had not been running or exercising, due to pain over his right hip and 
knee. He also stated that since being discharged, his pain had been worsening which 
resulted in his decision to seek medical attention. 
The patient's chief complaint during the initial PT evaluation was right hip pain, 
located inferior and anterior to his right greater trochanter, accompanied by a grinding 
and popping sensation at his right hip, specifically limiting his ability to walk without 
pain. The patient also reported knee pain which was located over the lateral femoral 
condyle accompanied by a snapping sensation with knee flexion and slight soreness over 
the lateral aspect of his entire thigh. The pain over patient's right hip and knee were 
described as a superficial ache and rated at a 7/10 on a visual analogue pain scale (where 
0= no pain and 10 = greatest possible pain). Walking, running, climbing stairs, sleeping 
on his right side, and squatting increased his hip and knee pain. Resting and a warm 
shower decreased his pain. The patient had previous issues with low back pain and 
5 
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degenerative disc disease but no history of hip or knee problems (an MR1 had also been 
performed over his right hip and knee which displayed no abnormalities). The patient 
described his overall health as relatively active and well, except for psychological issues 
of post traumatic stress disorder (PTSD), for which he was being counseled. 
The patient's current home environment involved his wife, who worked full time, 
two young children not in school and two school aged children. The patient was a 
fulltime caregiver to his four children, which created a daily routine involving an 
excessive amount of walking, bending, and squatting throughout the day. The patient was 
concerned about his ability to care for his children and therefore, despite the concern of 
PTSD, wanted to achieve goals of decreasing pain with walking and climbing stairs and 
hopefully return to normal functioning in order to tolerate normal activities of daily 
living. The patient was taking Tramadol and Propoxyphene for pain and Paxil for anxiety 
and depression. The patient felt that the medications had not helped his pain. 
Based on the history from the patient, the primary problem was right hip and knee 
pain which limited the patient's ability to perform activities of daily living. From the 
history, the potential diagnosis could be ITBFS, greater trochanteric bursitis, 
patellafemoral pain and/or a meniscal or other knee injury. Each possible diagnosis 
needed to be addressed in order to rule in the correct diagnosis. The plan for examination 
and systems review involved a thorough examination of the patient's musculoskeletal 
system status, specifically of the hip and knee, which included range of motion, strength 
testing, palpation, and special tests to rule out common knee and hip diagnoses. The 
patient, along with being motivated to be able to return to taking care of his children and 
6 
living life without pain, elicited many of signs and symptoms of a patient with textbook 
ITBFS and was a good candidate for the purpose of this case report. 
Examination, Evaluation and Diagnosis 
The initial physical therapy evaluation occurred six months post insidious onset of 
pain. Examination and evaluation were based on Dutton's orthopedic evaluation of the 
lumbar region, hip, and knee. 1 Initial observation noted that the patient ambulated to the 
physical therapy department without an assistive device with minimal limp when weight 
bearing on his right lower extremity. The patient's foot posture revealed significant 
bilateral pronation in standing. There was no visible swelling or palpable warmth noted 
over the right hip or knee, although palpation displayed significant tenderness directly 
anterior and inferior to greater trochanter region, over right iliotibial band and over the 
right lateral femoral condyle. Patella mobility was found to be equal bilaterally and 
revealed minimal crepitus with bilateral knee flexion and extension. Lumbar, knee and 
ankle active range of motion (AROM) as described by Duttonl was within normal limits 
(WNL) bilaterally with the patient only experiencing an increase in pain and snapping 
sensation during right knee flexion at 35 degrees. Hip ROM was measured with a 
goniometer using landmarks described by Norkin et al13 and was as follows: 
Table 1. 
Init" I H" R la IP ange 0 fM t" C D o IOn III egrees ) 
Ri~ht Left 
Flexion 110 125 
Extension 10 20 
Internal Rotation 30 35 
External Rotation 20 35 
Abduction 25 40 
Adduction 10 20 
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The patient had significant right hip pain at end range for hip external rotation and 
abduction and moderate pain for all other motions at the hip. Hip, knee, and ankle 
strength testing was tested with resisted isometrics as described by Reese. 14 Hip flexion, 
extension, and internal rotation, were found to be strong and pain free. Hip adduction, 
abduction, and external rotation were also found to be strong and moderately painful with 
resistance. Knee flexion and extension were strong with mild pain and ankle 
plantarflexion and dorsiflexion were strong and pain free. 
Special tests were performed as per Dutton l in accordance to the patient's history, 
decreased hip ROM, and patient's areas of tenderness. The patient was found to have 
significant hamstring tightness during Straight Leg Raise (SLR) test revealing 45 degrees 
of ROM with the patient feeling a stretching sensation but denying any radicular pain. 
Dutton found that the SLR test for hamstring flexibility was found to be positive if the leg 
cannot be raised past 80 degrees. Faber's test was found to be positive on the right with 
the patient being unable to achieve testing position due to pain over greater trochanter. 
No studies could be found to determine the reliability of Faber's test. 
Ober's test, as per Dutton and Paluska, 1,3 was performed subjectively and 
displayed positive significant ITB tightness with patient's right leg unable to drop to 
table. A study by Reese 4 demonstrated that the Ober's test, when measured with an 
inclinometer over the patient's lateral femoral epicondyle in either full knee extension or 
90 degrees of knee flexion, is a more objective way to perform the test. The intra rater 
reliability, for Ober's and Modified Ober's is significantly high with a correlation 
coefficient of .90 and .91, p <.05. 
8 
Table 3. Intrarater Reliability for Hip Special Tests 4,15 
Special Test ICC values for Intrarater Reliability 
Ober's Test .90 
Modified Ober's Test .91 
Modified Thomas Test .52 
Noble's test was also positive as the patient experienced pain over the lateral 
femoral epicondyle when performing active right knee flexion at 35 degrees l . No studies 
could be found to determine the reliability of Noble's test. 
The modified Thomas test, which helps to determine hip flexor tightness and 
measures ITB flexibility, was also positive on the right. I,3 Although the Thomas test has 
been found to show poor reliability in determining hip ROM and iliopsoas muscle 
flexibility using a goniometer, the results of the study did conclude that researchers were 
able to tell whether change observed between treatment sessions is real or a product of 
measurement error. 15 
In order to rule out other knee pathologies, the following special tests were 
performed and found to be negative bilaterally: Lachman's test (anterior cruciate 
ligament tear), anterior/posterior drawer (cruciate ligaments), varus/valgus test (collateral 
ligaments), and McMurrays test (meniscus). 
Table 4. Reliability and Validity of Knee Special Tests 16-18 
Special Test Sensitivity Specificity Positive Negative 
Likelihood Ratio Likelihood Ratio 
McMurray's Test11S 48%-65% 94%-86% 8-4.64 .55-.41 
Lachman's Test 84.67% 95% 16.93 .16 
Posterior Drawer 90% >98% 49.2 .016 




Initial evaluation data indicated that the patient did not have any radicular leg 
symptoms or arthritic changes. This was also ruled out with imaging. The patient had 
difficulty walking and climbing stairs because of the increased pain over right hip and 
knee. According to Paluska3, stair climbing particularly exacerbates ITBFS. The patient 
experienced a snapping sensation over the right knee at 35 degrees of knee flexion and 
over right hip with hip flexion which is also a positive sign of ITBFS. 1 The patient was 
not found to have any issues with ligamentous instability, patellofemoral signs, or 
meniscal injuries for the right knee. From the history and examination, specifically 
Ober's and Noble's special testing and palpation, this patient likely had ITBFS 
accompanied by tight hamstring musculature on right, and bilateral pes planus as shown 
during the examination. 
Since the patient's pain had been increasing over the last five to six months and 
the patient had not been treated for the diagnosis, the patient's condition was considered 
chronic. The patient was expected to need several more treatments in comparison to a 
patient who was treated at initial onset ofITBFS. The diagnosis had led to functional 
limitations such as restrictions in ambulation, stair climbing, squatting, standing for a 
long period of time, inability to run, and overall restrictions in activities of daily living. 
The likely physical therapy diagnosis from The Guide to Physical Therapist 
Practice is 4E (Impaired joint mobility, motor function, muscle performance, and range 
of motion associated with localized inflammation) 726.5 (Enthesopathy of hip region). 19 
10 
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Prognosis and Plan of Care 
The clinical impression for this case revealed that the patient had ITBFS which 
confirmed the initial impression formed from the patient's history. The anticipated short 
term goals for this patient included decreasing pain with walking, decreasing 
inflammation, increasing all hip AROM by 10 degrees, and increasing the ability for the 
patient to climb stairs with less pain. Long term goals include elimination of pain, 
decreasing ITB, hamstring and hip flexor tightness/increasing mobility, performing pain 
free activities of daily living, increasing hip abduction strength, and prevention of 
reinjury. All of these goals would enable the patient to return to normal ADL's and be 
more comfortable performing tasks at home. The expected outcomes for this patient 
according to Paluska3, were good with appropriate treatment and correction of 
precipitating factors, especially if the patient was compliant and motivated. The 
prognosis was to demonstrate optimal joint mobility, muscle performance, and range of 
motion to achieve high functioning at home and in the community within two to four 
months. 
The interventions that were used were ultrasound with hydrocortisone 
(phonophoresis) for pain relief, range of motion to increase flexibility, muscle and tendon 
stretching for increasing mobility and decrease pain, strengthening, soft tissue 
mobilizationlDTFM to increase flexibility and mobility, prefabricated orthotics for 
bilateral pes planus, and education. The patient was seen two days a week for 30 minute 
sessions and was prescribed a home exercise program which included stretching and 
strengthening to be performed twice a day. The procedure for reexamination and 





activity, at rest, and during palpation, measurement of hip AROM improvement, 
subjective reassessment ofITB length using the Ober's test, reassessment of hip flexor 
length using the Thomas test, and goniometric measurement of hamstring flexibility 






Based on the examination and evaluation, the patient was treated with 
phonophoresis, stretching, strengthening, and education. Treatment sessions were one on 
one with a student physical therapist for approximately 30 minutes to 45 minutes, two 
days a week for four weeks. Initial physical therapy began approximately six months post 
onset of initial pain and consisted of continuous ultrasound at a frequency of 3.3 
megahertz and at an intensity of 1.0 watts per centimeter squared, continuous duty cycle, 
c with a combination medium of 10% hydrocortisone cream and normal ultrasound gel 
(phonophoresis). The ultrasound was directed to the patient's right greater trochanter and 
surrounding area for 5 minutes and also over the patient's right lateral femoral condyle 
region for 5 minutes while the patient was in hooklying. Bischoff et al.20 found that 
phonophoresis, when used as a treatment for a group of navy diving students who had 
developed ITBFS from running, was much more effective then knee immobilization. 
Results of this study concluded that subjects in the phonophore sis group recovered from 
symptoms in fewer than 10 days and had significantly less pain during treadmill running 
than the immobilization groUp.20 Although this study does show phonophore sis may work 
for ITBFS, the patients in the study had acute ITBFS in comparison to the patient 







Immediately following the application of phonophoresis, stretching exercises 
were performed in order to increase flexibility and to aid with decreasing pain. The 
stretches included physical therapist (PT) generated Ober stretch, the self stretch for the 
ITB, and the standing ITB stretch (figure 1). The PT generated Ober stretch was 
performed with the patient in side lying on the uninvolved left lower extremity which was 
flexed at the hip and knee to 45 degrees. With the PT positioned behind the patient, the 
right lower extremity was then passively flexed at the knee to 90 degrees, followed by hip 
flexion, abduction, extension, and then adduction. The PT placed hislher left hand on the 
patient's right pelvis for stability and the right hand on the stretched knee applying a 
patient tolerated downward pressure to enhance the stretch. Wang determined in his study 
that the Ober's and modified Ober's test are an effective way to initially stretch the ITB. ll 
The ITB self stretch consisted of the patient lying supine while the patient was 
instructed to lift his right lower extremity over the left lower extremity, placing his left 
hand on the back of his right thigh while the right arm is extended out to the side with 
both shoulders flat. 
The ITB standing stretch, consisted of the patient in standing with the right leg 
crossed behind the left leg. The patient was instructed to laterally flex trunk to the left 
until a stretch was felt. A study performed by Fredericson et al.lO showed that this stretch 
does create statistically significant changes in the ITB length, although the best stretch to 
increase ITB length is performed using the same standing stretch as previously described 
but adding an overhead arm component as shown in middle of figure 1. 
14 
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Figure 1. ITB standing stretch 10 
The patient was also given 5 degree posted prefabricated orthotics to be worn daily for 
his bilateral pes planus found during examination. 
Education involved the definition of ITBFS, causes of the diagnosis, and details 
involving how to decrease the incidence; using a pillow between knees to decrease stress 
on the ITB when sleeping in sideling, complying with stretching, and reduction of 
exercise on uneven surfaces. A home exercise program (HEP) initially involving the self 
ITB stretch and the standing ITB stretch were given to the patient in written and verbal 
format. Instructions were to hold each stretch for 30 seconds, 4-5 times repetitions, and 
perform the stretches two times per day. 
After one week of treatment (two treatment sessions), the patient tolerated the 
treatment but felt the orthotics were actually increasing pain over right hip. The patient 
was urged to continue use of orthotics, but again felt they did not help and were 
discontinued after the initial week. AROM was re evaluated with only minimal 
improvements found. Ober's test was also re evaluated subjectively at the end of the fust 
week, and through observation and patient disclosure, less tightness and pain was noted. 
15 
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Treatment progression included the continued use of phonophoresis (same 
settings as previously described) and ITB stretching. Passive hamstring stretching was 
taught in supine actively by supporting thigh behind knee and slowly straightening the 
knee until a stretch was felt. Hip flexor stretching was also provided with patient lying on 
the edge of the bed and pulling his left leg to his chest while lowering the right leg off the 
bed. Additional instruction for HEP included in strengthening exercises of supine hip 
abduction and standing hip abduction. Patients diagnosed with ITBFS are likely to show 
improvements with ITBFS with strengthening of their hip abductors12• The patient's pain 
level at the end ofthe second week decreased from a 7/10 to a 5/10, and gradual 
improvements were achieved in decreasing ITB and hamstring tightness and in 
improving right hip ROM for flexion to 115 and hip internal rotation to 32 degrees. 
Phonophoresis was modified after two weeks of treatment and applied directly to 
the ITB tendon (in addition to the greater trochanter and lateral femoral condyle) at 3.3 
megahertz and 1.0 watts per centimeters squared, continuous duty cycle, for 5 minutes. 
Soft tissue mobilizationlDTFM massage was initiated to further increase mobility of the 
ITB. The thumb index sweep, as described by Spoerl7 for patients with tight ITB, was 
performed for 10 minutes. Gentle pressure using a small amount of massage oil and 
stroking upward from the lateral femoral condyle to the greater trochanter was used 
initially with progression to deeper pressure. The patient did state the soft tissue 
mobilizationlDTFM decreased his pain the day of treatment, but increased tenderness 
over the ITB the next day; although two days later, he felt it had increased his mobility. 
Because improvements were noted in ROM with DTFM, it was continued. The patient 
16 
also stated that using a pillow between his legs at night really helped him feel less pain in 
the morning. 
The patient's pain level significantly decreased from 7/10 to 3/10 and right hip 
ROM increased for flexion to 120°, external rotation to 25°, internal rotation to 35°, and 
abduction to 25° , was noted week 3. Hamstring flexibility had also increased with 
patient achieving 70° during SLR. The patient continued to have less tightness during 
Ober's testing. 
The fmal week of treatment involved continued phonophoresis treatments to the 
greater trochanter, ITB and lateral femoral condyle followed by soft tissue 
mobilizationlDTFM using increased pressure. As per patient report, pain level was 2/10 
over right hip and 0/10 over right knee. Pain was mildly felt only superior to greater 
( 
trochanter. The patient was consistent and independent with his REP; therefore he was 







The patient completed seven physical therapy sessions over a three and a half week 
period. The sessions were two times per week and reassessment was performed before 
each treatment session. The visual analogue scale (ranging from 0-10 with 0 = no pain 
and 10 = worst possible pain) was used to document patient perceived progress in 
reduction of pain after each session. An overview of the patient's pain level after each of 
the 4 weeks is described in figure 2. 
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Goniometric measurements were also used to determine ROM progress during 
each treatment session which is shown in figure 3 for hip ROM improvements. 
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At discharge, all hip movements had minimal pain during motions. The patient's 
hip ROM, in comparison to his initial right hip ROM and uninvolved left hip at discharge 
are described in Table 2. 
Table 2. Hip Range of Motion (in Degrees) at Discharge 
Right (Initial Right) Left 
Flexion 125 110 125 
Extension 18 10 20 
Internal Rotation 35 30 35 
External Rotation 32 20 35 
Abduction 35 25 40 
Adduction 20 10 20 
Reassessment ofOber's test was performed to determine improvements in the 
flexibility of the ITB and reduction ofITBFS. Ober's test displayed a significant decrease 
in ITB tightness and pain. Hamstring flexibility had also increased during SLR from an 
initial 45 degrees to 80 degrees. Overall, the patient achieved the following goals: (1) 
19 
n WNL for hip AROM (2) Decreased pain over right hip and knee (3) Increased hamstring , 
and ITB flexibility (4) And significantly improved tolerance to ADLs. The patient 
reported being able to get out of bed easier and felt that it was much easier to walk and 
climb stairs. He also stated that he found himself sleeping on his right side more often, 
which he was unable to do initially secondary to pain. His ability to care for his children 
had improved as the patient stated that he found himself barely noticing the pain when 
performing activities of child care. A clinemetric to assess outcomes was not used, but a 
valid clinemetric that may have been used to determine functional progress was the 
Lower Extremity Functional Scale which is used for individuals with lower extremity 
musculoskeletal pain to determine their function in daily life?l 
The patient responded well to the interventions except with initial DTFM and the 
prefabricated orthotics. The patient felt the DTFM increased his pain initially, but felt it 
was worth it when he had less pain after two days. With regards to the orthotics, the 
patient did not tolerate them and discontinued use after two treatment sessions. The 
patient had no compliance issues despite dealing with PTSD and having to take care of 
two young children full time, and two school aged children part time. It was important 
early on to focus on increasing flexibility of the ITB and enabling the patient to perform 
stretching at home without daily PT. The patient understood the diagnosis ofITBFS and 
how to prevent re injury. The patient was satisfied with his care and improvements, 








Few authors have found quality evidence supporting conservative treatment for 
ITBFS. Many studies have looked at options of interventions but they lack quality 
evidence. The patient in this case had common textbook signs and symptoms of ITBFS 
and was treated conservatively with PT. In this case specifically, the outcomes following 
PT treatment were positive and the patient was able to return to his prior level of 
function. The selection of interventions used was based on the patient's response during 
the examination, improvements in ROM and pain, and patient tolerance. The importance 
of the case illustrates that the conservative treatment approach and progression that was 
used was overall beneficial for this patient. Although other patient's may have different 
outcomes with the same interventions, it is a step in the right direction in determining that 
conservative treatment can be used for the treatment ofITBFS. It is incorrect to assume 
that all patients with ITBFS should be managed using the same procedure as patients will 
present and respond to treatment differently. 
One intervention under debate that was used for this patient was DTFM. 
Schwellnus commented that "it seems contradictory that friction techniques may be 
beneficial for an injury where the mechanism of injury is friction".9 Schwellnus 
conducted a study to determine if his hypothesis was correct and found that daily pain 






of stretching, ultrasound and DTFM versus solely stretching and ultrasound, overall 
concluding DTFM did not alter the therapeutic outcome but still was involved in pain 
reduction.9 DTFM was used for this particular case but it cannot be determined if it did 
cause a decrease in pain and/or an increase in ITB flexibility. 
Also the use of ITB stretching was performed daily by this patient. In this 
patient's case, stretching seemed to increase ITB flexibility. This further reiterates the 
results found by Fredericson and Wang in their studies on increasing ITB flexibility. 10, II 
Fredericson determined that the standing ITB stretch with an overhead arm is key for 
increasing ITB length, 10 while Wang concluded that the Ober and modified Ober test are 
beneficial in the initial stages of stretching of the ITB. II In this case it is unreasonable to 
assume that anyone treatment solely produced the positive outcome. It would be of 
interest to determine in future studies the benefit of each intervention used alone for a 
larger group of individuals with a diagnosis of ITBFS and with the inclusion of a control 
group. 
Important limitations of this study are the small sample size used and the 
subjectivity ofOber's test for reevaluation. In the future it might be more appropriate to 
measure Ober's test with an inclinometer as previously described by Reese.4 Another 
limitation is therapist technique for performing the interventions. Many therapists may 
perform the same interventions slightly differently then how they were performed in this 
case. With this study, it is difficult to mirror every intervention used which may increase 
variability for other therapists trying to replicate this report. 
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Reflective Practice 
In the future I would alter some of the methods used for the examination, 
evaluation, and intervention based on research in this study. I believe the history was 
performed thoroughly. Any missed questions were followed up on subsequent visits. For 
the examination portion, I would change the procedure I used to measure ITB tightness. 
Research found that the Ober's test when used with an inclinometer for measuring ITB 
flexibility is significantly reliable4• This is a more objective way of performing the test 
and easier to document progress. Having another PT measure ROM to determine test 
retest reliability may have minimized errors in measurements and confirmed progress. I 
would have liked to further research the reliability of the Faber's and Noble's special 
tests performed on this patient as no studies were found to support the reliability of either. 
(~ 
The outcomes were very positive, so in regards to the treatment and plan of care 
progression there is very little I would change, except to perform the standing ITB stretch 
incorporating an overhead arm. This has been found to be more beneficial in stretching 
the ITB. 10 
I would also like seek more research for this topic, specifically for some of the 
interventions I performed. There is limited evidence regarding conservative physical 
therapy treatment for ITBFS, and the studies that have been published lack quality 
evidence. It would be of interest to determine if deep transverse friction massage does 
benefit individuals with ITBFS, and if it does, find evidence that states the best way to 
perform the technique. There was also limited evidence demonstrating the benefits of 
phonophoresis for an ITBFS diagnosis. It would be interesting to find out if other 
23 
clinicians have found the same results for patients with ITBFS using some of the same 
interventions. 
The patient improved significantly with PT interventions and no other referral 
was needed. However the patient was already involved with a counselor/social work for 
his issues with PTSD. The patient recovered ROM, and previous functional abilities with 
decreased pain in only seven treatment sessions. It is a possible that costs could have 
been reduced by encouraging a more independent home program, but in regards to this 
patient, the care provided by this PT student at each treatment required interventions that 
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